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Introduction 
 This honors project consists of two parts. Part one provides a focused literature review related to 
the importance of breastfeeding and the WHO Baby-Friendly initiative. This includes current 
recommendations as well as publications on topics highlighted for improvement based on 
findings from patient and staff surveys conducted at UNCH. These findings were used to inform 
the development and implementation of an educational intervention for nursing staff. Part two 
describes the development of this teaching intervention and future plans for using the tool. 
 Part I: Review of Literature 
Background 
The deep and nurturing relationship of the mother baby dyad is intertwined with 
evolutionary mechanisms that provide for the growth and development of a healthy child from 
the moment of conception through birth and up to six months of age (Mobbs, Mobbs & Mobbs, 
2015; U.S. Department of Health and Human Services, 2011). Nutritional and emotional support 
for the helpless and vulnerable newborn is provided through the physiologic process of 
breastfeeding (Schafer & Genna, 2015). Over the past few decades women have increasingly 
favored the use of artificial milk and reduced the practice of exclusive breastfeeding to nourish 
their infants (Schafer & Genna, 2015). A shift in opinion away from breastfeeding as the social 
norm, occurred in high income developed nations when breastmilk substitutes became available 
in the 1940’s (Rollins, et al., 2016). Use of infant formula was associated with women who were 
more educated, wealthier and modern which altered the opinion of breastfeeding as a normal 
behavior to one that was associated with a poorer, lower class woman (Rollins et.al, 2016). 
Normalizing and placing value on breastfeeding through global and national initiatives is an 
essential component of improving breastfeeding rates which are known to have long lasting 
benefits for both mothers and their babies (U.S. Department of Health and Human Services, 
2011) 
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Research has shown that breastfeeding is the optimal form of nutrition for an infant. 
Many leading professional associations including the American Academy of Pediatrics (AAP), 
the American College of Obstetricians and Gynecologists (ACOG) and the American College of 
Nurse Midwives recommend breastmilk as the gold standard for infant nutrition (U.S. 
Department of Health and Human Services, 2011). The breastmilk of each mother is a live 
substance that contains the perfect nutrition for her infant including important immunological 
and anti-inflammatory protective factors (U.S. Department of Health and Human Services, 
2011). Health benefits include reducing the risk of acute otitis media, non-specific 
gastroenteritis, severe lower respiratory tract infections, atopic dermatitis, necrotizing 
enterocolitis, asthma (young children), obesity, type 1 and 2 diabetes, childhood leukemia and 
sudden infant death syndrome (Academy of Breastfeeding Medicine, 2015). Studies have also 
shown a causal relationship between breastfeeding and higher performance scores on intelligence 
tests (Horta, Loret de Mola & Victoria, 2015). Benefits exist for the mother as well as the child 
and include decreased rates of ovarian cancer, breast cancer, hypertension, hyperlipidemia, 
diabetes, and cardiovascular disease (ACOG, 2013). Other benefits include increased bonding 
between mother and infant, lower risk of postpartum depression, promotion of postpartum 
weight loss and spacing between pregnancies (ACOG, 2013). All these benefits as well as 
economic benefits for families have prompted initiatives to promote breastfeeding as the normal, 
healthy approach to infant nutrition.  
Concern over low breastfeeding rates in the United States is reflected in the expanded 
Healthy people 2020 goals related to breastfeeding. These goals include increasing the 
proportion of infants who are ever breastfed, breastfed at 6 months and breastfed at 1 year 
(Maternal, infant, and Child Health, 2015). Healthy People 2020 also includes goals for 
increasing exclusive breastfeeding rates through 3 and 6 months which research has shown to be 
the most beneficial for the health of the mother and her baby (AAP, 2012). Other goals relate to 
increasing the proportion of employers who provide worksite lactation support, reducing the 
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proportion of breastfed newborns who receive formula supplementation within the first 2 days of 
life and increasing the proportion of babies born in facilities that provide recommended care for 
lactating mothers and their babies (Maternal, infant, and Child Health, 2015).  
The American Academy of Pediatrics (AAP) recommends the standard for infant 
nutrition as exclusive breastfeeding for 6 months. After 6 months complimentary foods should be 
introduced and breastfeeding continued up to 1 year or more (AAP, 2012). The AAP emphasizes  
how there are very few contraindications to breastfeeding but in many circumstances such as 
illness due to viral infections such as H1N1 or cytomegalovirus mothers expressed breastmilk is 
still safe for the infant (2012). This underscores the position that breastfeeding is the optimal 
form of nutrition for an infant in almost all circumstances. Due to recommendations by many 
professional committees and organizations in the US, the implementation of the Baby-Friendly 
Hospital initiative became an essential component in increasing rates of breastfeeding 
nationwide.         
The Baby-Friendly Hospital Initiative was launched by the World Health Organization 
(WHO) and The United Nations Children's Emergency Fund (UNICEF) in 1991, following the 
Innocenti Declaration of 1990.The declaration called to action authorities, governments and 
health professionals globally to take steps to protect, promote and support the practice of 
breastfeeding (UNICEF, 1990). The document discusses how research has shown that the 
maximum benefit from breastfeeding for mother and child is achieved if the infant is breastfed 
exclusively for 6 months as well as timing for introduction of foods with continued breastfeeding 
up to 2 years or more. To gain Baby-Friendly certification and continue to be certified, a hospital 
has to implement the Ten Steps to Successful Breastfeeding shown below: 
1. Have a written breastfeeding policy that is routinely communicated to all health care staff. 
2. Train all health care staff in the skills necessary to implement this policy. 
3. Inform all pregnant women about the benefits and management of breastfeeding. 
4. Help mothers initiate breastfeeding within one hour of birth. 
5. Show mothers how to breastfeed and how to maintain lactation, even if they are separated   
    from their infants.  
6. Give infants no food or drink other than breast-milk, unless medically indicated. 
7. Practice rooming in - allow mothers and infants to remain together 24 hours a day. 
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8. Encourage breastfeeding on demand. 
9. Give no pacifiers or artificial nipples to breastfeeding infants. 
10. Foster the establishment of breastfeeding support groups and refer mothers to them on 
discharge from the hospital or birth center. 
Baby-Friendly USA, 2012.  
Only 289 hospitals of approximately 3,300 maternity hospitals in the US are designated as 
Baby-Friendly. Hospitals have an influence on how feeding decisions are made for the almost 4 
million babies born in the US each year (CDC, 2015). An increase in the number of hospitals 
with Baby-Friendly designation and improvements in maternity care could increase 
breastfeeding rates contributing to the health of children and reducing infant mortality and 
morbidity (AAP, 2012). 
The evidence-based Ten Steps have been shown to increase initiation and duration of 
breastfeeding. Designation is completed by following the 4D pathway (Figure 1.) 
 
Figure 1 
According to the Centers for Disease Control and Prevention, while breastfeeding 
initiation rates are approximately 80% nationwide, exclusive breastfeeding rates at 3 months are 
considerably less (2013). Only 37.7% of infants in the US are exclusively breastfeeding at 3 
months, a rate which drops to 20 % at 6 months (CDC, 2013). These rates indicate that 
breastfeeding is not supported after initiation. Expansion and improvements in implementation of 
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initiatives to promote breastfeeding, such as Baby-Friendly, in the early postpartum days and 
beyond are still needed to encourage and support breastfeeding mothers. 
Breastfeeding Support Education for Nurses  
The Maternity Practices in Infant Nutrition & Care survey conducted by the CDC reports 
that only 61% of facilities in North Carolina assess staff competency for basic breastfeeding 
support (2013). Targeted nursing education covering the topics of human milk and breastfeeding 
is critical for nurses caring for mothers in the early postpartum period and is essential to 
increasing breastfeeding rates (CDC mPINC, 2013).  Spatz points to the positive effect, 
education for maternity nurses has on breastfeeding initiation and duration (2015). She discusses 
the impact of a breastfeeding resource nurse education program in a tertiary care hospital and 
suggests that nurses provided with evidence-based education on breastfeeding will integrate this 
knowledge into their practice. Studies have also shown that hospital staff attitudes towards 
breastfeeding affect breastfeeding rates and duration among patients in their care (Grimshaw et 
al., 2015). Education is a cornerstone in changing attitudes of staff towards incorporating 
lactation support in their practice. The implementation of the Ten Steps also requires nurses who 
are breastfeeding advocates with breastfeeding counseling skills to increase exclusive 
breastfeeding rates (Labbok & Taylor, 2008). 
Race, Ethnicity and Culture 
Racial disparities in breastfeeding rates are concerning. African American women have 
the lowest rates of breastfeeding initiation and continuation than any other racial group. The 
2011 North Carolina PRAMS Survey results show 65.1% of White and 68.8% of Latina mothers 
are doing any breastfeeding at 4 weeks compared to only 48.1% of African American mothers 
(North Carolina State Center for Health Statistics, 2011). Research suggests that low rates of 
breastfeeding among African American women may be partially related to the historically 
negative relationship which dates back to the days of slavery (Asiodu & Flaskerud, 2011). As 
wet nurses, African American women were forced to nurse and care for the children of their 
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owners, while their own children were cared for by someone else (Asiodu & Flaskerud, 2011). 
These historical experiences may be intertwined with cultural attitudes towards breastfeeding 
and possible lack of support from within the African American community. 
  Low-income and lack of education, particularly for minority women, are factors that have 
a negative impact on breastfeeding rates (ACOG, 2013). Other barriers include lack of social and 
cultural acceptance, language, literacy, lack of access to information that promotes breastfeeding, 
acculturation and lifestyle choices such as tobacco and alcohol use (Jones et al., 2015). 
Researchers analyzed PRAMS data and found practices that varied for different ethnicities and 
were associated with breastfeeding duration beyond 10 weeks. Initiation of breastfeeding in the 
first hour, exclusive breastfeeding and feeding on demand were positively associated with 
breastfeeding beyond 10 weeks for African American women (Ahluwalia, Morrow, D’Angelo & 
Li, 2012). Latina women who received formula in the hospital had negative association with 
breastfeeding beyond 10 weeks. Although Latina mothers have some of the highest rates in 
initiation and duration, Latina mothers are more likely to supplement breastfeeding as early as 
two days more than any other ethnicity (Jones et al., 2015). Both African American women and 
Latina women are more likely to practice restrictive feeding, introduce solid foods before 4 
months and have the lowest rates of exclusive breastfeeding (Jones et al., 2015). An awareness of 
cultural influences and trends more common in certain ethnicities can allow clinicians to tailor 
care and education to address specific influences on breastfeeding decisions for minority women. 
One barrier to breastfeeding is the concern over missed work which is of great concern to 
mothers at or below poverty level. However, teaching mothers about reduced risk of common 
acute illnesses and other more serious health concerns from exclusive breastfeeding, may allow 
mothers to understand that less time away from work due to a sick child and costs involved with 
managing illness would be more beneficial to earnings (Jones et al., 2015). 
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Mother-Centered Care 
A meta-analysis of randomized controlled trials, strongly suggests the need for 
professional support as a crucial intervention for increasing breastfeeding duration (Mott, Wirtz 
& Nashelsky, 2015). Support is the key intervention that can help a mother who has made the 
important decision to breastfeed to continue if she receives the support needed to get past the 
early hurdles in her breastfeeding journey. Mothers commonly express concerns in the early 
postpartum days regarding inadequate milk production and frustration with feedings due to poor 
latch which also results in painful nursing (Teich, Barnett & Bonuck, 2014). Support should be 
provided to mothers whether they seek it or not as a basic approach to care in the early 
postpartum period. Support is multifaceted and should include reassurance, praise and 
information (Renfrew, McCormick, Wade, Quinn & Dowsell, 2012). Studies indicate that face-
to-face support is the most effective form of support. In fact, mothers who received face-to-face 
support were 20% more likely to continue exclusive breastfeeding up to four weeks (Renfrew et 
al., 2012). Support enables and empowers women to breastfeed.  
Breastfeeding should be spoken of in positive and encouraging ways with practical help 
to support lactation during the hospital stay (Kevin, Kemp & Pulver, 2010). Effective support 
requires empathy, understanding and a positive attitude to meet a mother’s needs in the 
transitional period from pregnancy to motherhood. Effective communication tools employ the 
use of guiding not directing, empathy and reflecting back to promote meaningful conversations 
that build trust and allow for teachable moments (UNICEF UK, 2010). Developing strategies to 
move away from a directional approach to an information sharing approach can be more useful 
in caring for mothers in the postpartum period. Guiding leads to the opportunity for giving 
information to allow for mothers to make informed choices (WHO, 1993). Empathizing and 
reflecting are ways to show support and acceptance which build confidence and allow for the 
opportunity of teachable moments (WHO, 1993). New mothers are not receptive to large 
amounts of information (UNICEF UK, 2010). Focused teaching regarding immediate concerns 
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and needs should be provided to help the mother gain confidence in her ability to breastfeed her 
child.  
Non-verbal communication is just as important as verbal communication. In fact, studies 
have shown that pregnant women and new mothers are more sensitive to non-verbal 
communication due to heightened intuitiveness from right brain dominance (Anderson & 
Rutherford, 2012). This heightened social cognition is thought to be an evolutionary mechanism 
which allows the mother to detect danger or fear in order to protect her infant as well as respond 
to the cues of her child which promotes bonding (Anderson & Rutherford, 2012). Forms of non-
verbal communication include posture, proximity, body movements, facial expression, eye 
behavior, vocal cues, using time and silence, physical presence and touch to promote and build 
trust between the nurse and the mother (Albardiaz, 2014). Showing interest in the mother using 
tools such as leaning in, keeping the same eye level by sitting and using responsive nodding 
demonstrate acceptance of the mother and her concerns. Studies have shown that a supportive 
and caring approach from staff, with a positive attitude, can promote breastfeeding behaviors 
while negative attitudes can reduce initiation and duration of lactation (Grimshaw et al., 2015). 
Effective communication in hospital care can serve as a supportive framework to lactation and 
breastfeeding. 
Baby-led Feeding 
Responsive feeding is an approach that promotes bonding and establishment of 
breastfeeding. It fulfils the need of the infant for closeness, comfort and love in a reassuring way 
(UNICEF UK, 2010). Some parents may be concerned that their child will be “spoiled” but 
current recommendations state the contrary. In fact, responsive feeding and parenting promotes 
physical as well as emotional health (McNally, Hugh-Jones, Caton, Vereijken, Weenen & 
Hetherington, 2015). Information on common feeding patterns from long intervals between 
feedings due to infant sleepiness in the first 24 hours, to frequent feedings in the next two days 
with cluster feedings common at night, can help mothers remove doubts of their inadequacy to 
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care for their child. Mothers often express concerns of milk insufficiency, inadequate weight 
gain of their baby and latching problems which can lead to early termination if no counselling is 
provided. Helping mothers to recognize feeding cues, proper positioning and latching techniques 
in the early discovery of their child will combat these early concerns (McNally et al., 2015).  
Infants can regulate the intake of breastmilk to suit their growth needs from birth (Souzza 
& Linely, 2015). Individual psychological and physical characteristics of each infant determine 
the frequency and duration of each feeding. Maternal characteristics and responsiveness to infant 
cues are also part of the dyadic nature of the breastfeeding relationship (McNally et al., 2015). 
Maternity nurses can improve confidence in the ability of the mother to provide adequate 
nutrition for her child if mothers are educated in this regard. Practical information in small 
situation focused increments can ease the concerns of a new mother and support early 
breastfeeding experiences. 
Pacifier Use 
Pacifier use is only appropriate when medically necessary in the first few days and weeks 
after birth. Medical indications for pacifier use include neonatal abstinence syndrome, 
phototherapy and for painful procedures (Nelson, 2012).  The American Academy of Pediatrics 
as well as other leading health and professional organizations recommend that newborns should 
not be given a pacifier prior to one month to allow for establishment of successful breastfeeding  
( 2012). Hormone release triggered by suckling produces the feeling of satiation and causes 
sleepiness which can mask hunger and result in missed feedings. Less frequent feeding can 
interfere with adequate milk supply and reduce production of milk which is triggered by suckling 
at the breast (Sexton & Natale, 2009). However, after breastfeeding has been established in the 
first few weeks, pacifier use has been found to reduce the risk of sudden infant death syndrome 
(AAP, 2012). Providing information to mothers in the hospital on recommendation related to 
pacifier use can help mothers make informed decisions. 
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Discussion 
Increasing breastfeeding initiation and duration is a multifactorial issue which requires 
guidance and education in all stages of a woman’s reproductive years. Making breastfeeding an 
acceptable social norm can be approached by planting the seed of breastfeeding knowledge early 
in a girl’s life. Implementing programs in high schools to educate young women about the 
benefits of breastfeeding before they become mothers is one way to address this issue. Glaser, 
Roberts, Grosskopf and Basch conducted a systematic review of literature on school-based 
breastfeeding promotion programs and found a positive effect of attitudes and perceptions 
towards breastfeeding amongst participants (2016). Other possibilities involve the need for the 
incorporation of breastfeeding education during pregnancy from clinicians and providers. The 
impact of guidance from medical professionals for pregnant women or women contemplating 
pregnancy, as trusted resources, can prepare women through support, understanding and 
knowledge to help them make the best choices for their unborn child.   
Support networks of all kinds from lay persons such as other mothers, community 
members, family and religious groups can help a mother to continue breastfeeding. Support is the 
leading intervention at all stages of the breastfeeding journey that increases duration and 
exclusivity of breastfeeding (Kervin, 2010). Promoting community groups for mothers to gain 
confidence and support from each other can help women overcome barriers to breastfeeding 
through mutual support. Telephone support in the first six weeks of the postpartum period has 
been successful in extending breastfeeding duration but face-to-face support or a combination of 
both has produced the best outcomes (Lavender, Richens, Milan, Smyth, Dowswell, 2013; 
Renfrew et al., 2012).  
Policies to protect and support working mothers who choose to breastfeed are also 
needed at a national level. In the UK women are entitled to a full year of paid maternity leave 
(Rollins et al., 2016). Currently no law that mandates maternity leave exists in the US. However, 
breastfeeding in public is protected in nearly all fifty states and in 2012 health legislation 
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provided mandatory insurance coverage for lactation services and breastmilk pumps and 
requirements to allow mothers space and time to pump at work (Rollins et al., 2016). Practical 
ways to implement breastfeeding friendly policies to ensure accessible and affordable support for 
breastfeeding mothers at all levels of socioeconomic status should be a priority. Further research 
is needed to understand cultural influences on minority women and to find new and innovative 
ways to educate women of low literacy. 
The Baby-Friendly initiative has helped many US hospitals to promote practices that 
support and have a positive impact on breastfeeding initiation and duration. Within the 
certification guidelines practical ways to implement the ten steps need to be individualized to 
each institution based on available resources and needs. Providing opportunities to train staff on 
effective communication skills to support mothers who are often overwhelmed with challenges 
they face in the immediate postpartum period will facilitate mother-centered care. Reinforcing 
current recommendations and research related to breastfeeding for maternity care nurses can 
impact breastfeeding rates by increasing confidence in breastfeeding teaching to mothers. The 
crucial role maternity nurses play in the early experiences of a mother who chooses to breastfeed 
must be considered when trying to attain the Healthy People 2020 breastfeeding goals. 
Part II: Educational Intervention 
Project Intervention Overview 
N.C Women’s Hospital received Baby-Friendly designation in March of 2012. Re-
designation is required after 5 years. The Baby-Friendly Committee, consisting of managers and 
leaders from all units in the Women’s Hospital, has recently been assessing the Hospital’s 
effectiveness in implementing the Ten Steps and following guidelines for re-designation in 2017. 
I had the opportunity to attend these meetings during a clinical rotation in public health which 
captured my interest in this subject. Concerns and areas for improvement were discussed to 
support breastfeeding and meet Baby-Friendly requirements. 
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Data from two surveys of postpartum mothers on the unit and one staff survey on the 
Maternity Care Center (MCC) at UNC hospitals were used to identify staff education needs for 
teaching and support related to Baby-Friendly guidelines for breastfeeding mothers. A review of 
the literature related to different aspects of breastfeeding support and education was used to 
create an educational intervention for areas of improvement that were highlighted by the surveys. 
A power point presentation was created with a voice over (see Appendix A). This was released 
to staff with a feedback survey to be completed at the end of the presentation to gauge 
effectiveness.  
Mom’s Survey of Baby-Friendly Practices 
In August of 2014 a decline in exclusive breastfeeding rates prompted the Baby-Friendly 
committee at UNC hospitals to survey postpartum mothers before discharge regarding their care 
related to breastfeeding during pregnancy, immediately after birth and up to discharge from the 
hospital. Kim Novak-Jones the Assistant Nurse Manager CNIV on the MCC suggested the use of 
the Baby-Friendly WABA survey. The Rhonda Lanning the program coordinator for the Birth 
Partners, volunteer doula program and Assistant Professor at the School of Nursing, created a 
companion script and demographic sheet. The program coordinator assumed leadership of 
gathering survey data and trained Birth Partners to survey mothers. All documents were 
translated into Spanish by interpreter services at UNC hospitals.  As a UNC volunteer doula I 
trained and participated with 14 other doulas in surveying postpartum moms on the MCC over 
the course of 5 weeks. Moms who had chosen to breastfeed were asked to participate in the 
survey on the morning of their discharge from the hospital. Moms excluded were those who 
refused, were incarcerated, exclusively using formula, had HIV, moms whose babies were in the 
neonatal intensive care unit or receiving palliative care and those who had suffered the death  of 
their child. Out of 162 surveys 149 were complete and analyzed. Paul Little a PhD biostatistics 
student conducted a detailed statistical analysis of the survey (See Appendix B). 
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The World Alliance for Breastfeeding Action survey (See Appendix B) has a scoring 
system associated with each question. The mean score for all 149 surveys was 14. Baby-Friendly 
USA considers a score in the range of 14 to 16 acceptable. This score indicates that the facility is 
doing well but there is still room for some improvement to reach the top score of 17.  
For the purposes of this project a focus of the survey results related to the MCC were 
taken into consideration for staff survey development and the educational intervention. 
Demographic variables of primipara (first child), ethnicity, age range, vaginal or cesarean 
delivery and Latina were analyzed in relationship to survey questions to explore needs within 
these subgroups.  
Overall, 76.5% of mothers reported rooming in with their baby with no more than one 
hour of separation. Educating mothers and staff about the importance of this practice in 
establishing breastfeeding was identified as an area of improvement. Only 65.1 % of mothers 
surveyed were told how to contact breastfeeding support before discharge. Of this group a 
significantly lower 41.6% of mothers aged under 20 years old (n=12), reported being told how to 
contact breastfeeding support. It is possible that the results here were affected by the timing of 
participating in the survey. Discharge teaching can occur at any point before discharge so it is 
possible that the nurses caring for these mothers had not had the opportunity to review lactation 
support resources in the community yet. However, this was also an area that indicated need for 
improvement. According to the survey, cesarean mothers (n=36) were much more likely to 
receive lactation support information than any other group. This could be related to the longer 
hospital stay, up to four days compared to two days for vaginal delivery, a cesarean mother has 
which allows for more opportunities to teach and share information. Another area that 
demonstrated a need for attention was use of artificial nipples, pacifiers and feeding 
supplementation by staff. Latina mothers (n=34) reported a significantly higher use than any 
other ethnic group. It is unknown if there was any medical indication for supplementation or 
pacifier use. However, primiparas were less likely to report supplemental feedings by staff.  
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Baby-Friendly USA Survey of Information Provided to Postpartum Mothers 
In November of 2015 Diane Asbill, Director of Lactation Services at UNC Hospitals 
surveyed postpartum mothers  with the help of lactation students from the School of Public 
Health. A total of 20 mothers were surveyed. Baby-Friendly guidelines require a score of 80% or 
above in all areas of the survey as a satisfactory indication of meeting Baby-Friendly standards. 
Teaching for breastfeeding on cue and confirming that the infant had not been given a pacifier or 
a bottle fell below the 80% mark which indicated a need for improvement. The sample size was 
quite small but reflected similar findings to the previous survey (see Appendix C). 
Staff Survey 
During the fall of 2015, I collaborated with Kim Novak Jones and Diane Asbill in a series 
of meetings, as we created a survey for nursing and nursing support staff in the Women’s 
Hospital (See Appendix D). The questions included in the survey were related to areas of 
improvement indicated by both of the previous surveys conducted on postpartum mothers, as 
well as other topics related to breastfeeding support and teaching. This web-based survey was 
available to staff from December 12, 2015 to January 19, 2016. A total of 86 staff completed the 
survey. 51% were staff from the MCC, 26% from labor and delivery and 20% from the high risk 
antepartum unit. No demographic information of survey participants was available which limited 
detailed statistical analysis of results. 
Three questions related to teaching hand expression of breastmilk. 62 % of staff had 
knowledge/ confidence in teaching hand expression, 63% felt comfortable teaching this practice, 
69% believed it was important and 44% believed it was necessary. Only 34% teach hand 
expression 100% of the time and 27% teach it 75% of the time. This indicated the need for 
education on hand expression, an important tool for breastfeeding moms. 
Four questions on the survey related to teaching and knowledge related to feeding 
patterns of the healthy, term, stable infant in the first 24 hours after birth and after the first 24 
hours to discharge. The results from this section indicate that 76% of nurses provide teaching to 
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parents that infants should be fed every 2 to 3 hours, not a preferred response. Only 13% of 
participants showed understanding that longer intervals between feedings was normal in the first 
24 hours and only 47% indicated that no schedule was necessary if the infant was feeding 8 to 12 
times in 24 hours. Responses that indicated knowledge of cluster feedings as a normal infant 
feeding pattern were in the 60% range. Strengths related to feeding patterns showed that 90% of 
nurses teach feeding on cue for the duration of the hospital stay and for the return home. 
Teaching and knowledge related to pacifier use was assessed. 59% gave the preferred 
response that a pacifier should be avoided to prevent masking hunger cues. Only 40 % of staff 
responded that they would inform parents that pacifier use in the hospital is only for infants with 
medical indications if a parent requests a pacifier. 12% responded that they would provide a 
pacifier upon request.  
Other areas of strength indicated by the survey included knowledge that crying is a late 
sign of hunger, length of breastfeeding should not be reduced to prevent nipple soreness and 
engorgement, nutritional value of breastmilk compared to infant formula and teaching provided 
to parents on the benefits of rooming in. Staff did not choose preferred responses on questions 
related to the role of support in establishing breastfeeding. Only 47% of staff strongly agreed that 
mothers could produce enough milk for their infants if they were given appropriate support while 
only 39% strongly agreed that providers influence mothers’ feeding practices. 
Summary of all Survey Results 
The need for staff education related to racial disparities in breastfeeding rates, pacifier 
use, the role of support, feeding patterns of the newborn in the first three days, hand expression 
of breast milk and information on community lactation resources were some areas for 
improvement identified by analysis of the survey data. 
Slide Presentation 
My project intention to create an educational intervention to address areas for 
improvement was well received by members of the Baby-Friendly committee. I presented an 
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overview of my project, findings from the three surveys and the areas of improvement I planned 
to address in my PowerPoint slide presentation with an emphasis on the essential role of support 
in breastfeeding success. A slide presentation with a voice over was created to meet the 
following objectives: 
 State the importance of exclusive breastfeeding for the first 6 months 
 Identify active listening tools to support mothers 
 Describe hand expression of breast milk 
 Recognize early feeding cues of the newborn 
 Explain feeding on cue and appropriate advice for moms on feeding frequency 
 Describe recommendations for pacifier use for breastfeeding newborns 
 A brief discussion of racial ethnic disparities in US breastfeeding rates as well as cultural 
influences was also included to help nurses understand the influences that shape a mother’s 
perceptions and attitudes towards the feeding of her child.  An awareness of how ethnicity and 
race play a role in breastfeeding success may allow the maternity nurse to cater her support and 
education to meet the needs of her multicultural patient population (Jones, Power, Queenan & 
Schulkin, 2015).  
Conclusion 
The slide presentation with voice over was released through the hospital system on 
March 23, 2016. Preliminary results from feedback surveys to evaluate effectiveness of the 
presentation are, of 13 viewers thus far, 54% strongly agreed that the presentation was helpful 
and interesting while 38% agreed (See Appendix E). The effectiveness of the survey cannot be 
truly assessed with such a small sample but it provides an initial insight of some possible merit. 
Nurse Practitioners in the N.C. Women’s hospital have asked permission to use the presentation 
for their own training purposes and I look forward to collaborating with them. Under the 
guidance of my advisor, I hope to apply for CEU’s and release this presentation to other 
hospitals in the area for staff training purposes. I plan to construct pre and post surveys and use 
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these to analyze the effectiveness of this educational intervention. I intend to submit my findings 
for publication later this year. I also plan to submit a poster of my work at next year’s 
Breastfeeding and Feminism International Conference. 
This project was a very meaningful experience. I was exposed to systems-level 
challenges as well as hospital unit based struggles in meeting Baby-Friendly standards. It was 
exciting to be part of a project that could have a small but positive impact on supporting moms 
who make a decision to breast feed. I personally found breastfeeding my children a valuable and 
joyful experience which drew me to this project. My project changed directions as elements 
came together in sometimes unexpected ways. I look forward to continuing this project and hope 
to continue research in the area of infant and maternal health nursing care. 
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Appendix B 
NC Women’s Hospital Maternity Care Center  
Mom’s Survey Project Description 
Background 
During a Baby-Friendly committee meeting in August 2014, the concern over the recent decline in 
exclusive breastfeeding rates was discussed among committee members. The idea of surveying mothers 
about their experience with breastfeeding and skin to skin practices was discussed. Rhonda Lanning 
offered to recruit and train UNC’s volunteer doulas (Birth Partners) to participate in surveying mothers 
on the mother-baby floor. Kim Novak-Jones suggested the use of WABA’s Mom’sSurvey (Appendix A), a 
tool that is designed to assess Baby-Friendly practices and has been used in many other facilities. A 
script and demographic sheet (Appendix B) was created by Rhonda Lanning as a companion to the 
survey and both documents were translated by interpreter services into Spanish language. Rhonda 
Lanning completed an IRB application and it was determined that the study is not human subjects 
research (Appendix C). Rhonda completed a request and proposal for conducting nursing research 
through the UNCH Nursing Research Council (Appendix D) which was approved (Appendix E). 
Survey Implementation 
In October, 14 Birth Partners interested in surveying mothers participated in a workshop on the practice 
of conducting a patient survey. This was led by Sally Timlin, UNCH OB Department research nurse and 
graduate student at the SON. Over the course of 5 weeks from October 20 through November 23, 2014, 
14 Birth Partners volunteered in advance for shifts 7 days per week between 10 am and 12 pm. During  
this time, 162 breastfeeding mothers were surveyed on the day of discharge. The survey was conducted 
over a total of 32 days during the 5 week period. Birth Partners began the survey session each day by 
meeting with the charge nurse on the MCC to determine which mothers were anticipating discharge. 
Exclusion criteria included: mothers who refused, were incarcerated, HIV positive, or exclusively formula 
feeding. Mothers who had experienced loss or had an infant being cared for by the palliative care team 
or a baby admitted to NICU at any time during hospital stay were also excluded. Birth Partners who 
were fluent in Spanish were available for those mothers who indicated Spanish language preference. In 
cases when the Birth Partner on shift did not speak Spanish, interpreter services was called to interpret 
for the doula conducting the survey. Birth Partners completed a tally sheet each day in which the date 
and total number of mothers surveyed was recorded. In addition, the number of mothers ineligible or 
excluded, and the reason why, was documented. Completed surveys were placed in the lactation pod in 
a secure location and were collected on a regular basis by Kim Novak-Jones and Rhonda Lanning.  
Survey Analysis 
In December, Rhonda met with Paul Little, PhD student in biostatistics. Paul assisted Rhonda with 
designing a spreadsheet for data input and then later conducted detailed analysis of the survey results 
(see below for statistical analysis details). Out of the 162 surveys, 149 were complete and analyzed. 
Some of the research questions considered in our analysis included the following: 
 How first time mothers ranked vs experienced mothers? 
 How did each ethnic group do in relation to another? 
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 What about age and its relationship to survey outcomes? 
 Were infants of Latina mothers more likely to have supplements or artificial nipples than 
any other ethnic group? 
  Was there a relationship between type of birth (vaginal or cesarean) and outcomes? 
 
 
Details of Statistical Analysis 
 
With discrete outcomes, answering the research questions will involve Pearson    tests and Fisher's 
Exact tests along with possible logistic regression. For ordinal outcomes (like question 8), we'll use the 
Mantel Haenzel test. 
 
The Pearson    test is used to test for an association between two nominal variables, an exposure or 
demographic variable and the outcome of a survey question. To make use of the test results, all of the 
cell counts of the contingency table should be greater than 5 because the distribution of the test 
statistic is based on large sample approximations. 
 
If this is an issue with the contingency tables, we will resort to using Fisher's Exact test.  The p-value is 
derived from permuting the cell counts and does not involve large sample approximations. 
 
Finally, there are 16 survey questions which have some assumed correlation.  If cell counts for the 
variables are greater than 5, logistic regression could be conducted for each question one at a time 
while adjusting for all of the available demographic variables (as long as cell counts are larger than 5) to 
remove any potential confounding and answer the research questions with improved precision.  
 
Some categorical variables may need to be re-categorizing should some strata contain less than 5 
counts. I had ethnicity and age group re-categorized. 
 
Finally, all tests will be conducted at        and the planned analyses will be conducted with SAS 9.3 
(SAS Institute, Cary NC). 
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Description of sample 
 
 
Age_Range Frequency Percent 
Below 20 12 8.05 
Between 20-30 69 46.31 
Over 30 68 45.64 
 
 
Ethnicity Frequency Percent 
White 71 47.65 
African American 25 16.78 
Latina 34 22.82 
Asian/Other 19 12.75 
 
 
Birth_Type Frequency Percent 
Vaginal 113 75.84 
Cesarean 36 24.16 
 
 
Primipara Frequency Percent 
Yes 66 44.30 
No 83 55.70 
 
 
Breast Feeding Experience 
BF_Experience Frequency Percent 
Yes 77 51.68 
No 72 48.32 
 
 
English Frequency Percent 
No 37 24.83 
Yes 112 75.17 
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Spanish Frequency Percent 
No 118 79.19 
Yes 31 20.81 
 
 
Other Language (other than 
English and Spanish) 
Other 
Lang Frequency Percent 
No 136 91.28 
Yes 13 8.72 
 
 
Latina 
Latina Frequency Percent 
No 115 77.18 
Yes 34 22.82 
 
 
 
 
 
Out of a possible 17 points on the Mom’s Survey, the mean score in our survey sample was 14.14.  
 
Analysis Variable : total Total Score 
N 
N 
Miss Mean Std Dev Minimum Maximum 
149 0 14.14 1.96 7.00 17.00 
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Score outcomes by demographic questions and results by survey questions 1-16 
 
 
Total Score 
N Mean Std Min Max 
Age_Range 
12 13.75 1.48 12.00 17.00 Below 20 
Between 20-30 69 14.28 1.73 9.00 17.00 
Over 30 68 14.07 2.23 7.00 17.00 
Ethnicity 
71 14.32 2.06 7.00 17.00 White 
African American 25 14.08 2.02 10.00 17.00 
Latina 34 13.65 1.84 10.00 16.00 
Asian/Other 19 14.42 1.61 11.00 17.00 
Birth_Type 
113 14.21 1.91 7.00 17.00 Vaginal 
Cesarean 36 13.92 2.10 10.00 17.00 
Primipara 
66 14.14 1.58 10.00 17.00 Yes 
No 83 14.14 2.22 7.00 17.00 
Breast Feeding Experience 
77 14.18 2.22 7.00 17.00 Yes 
No 72 14.10 1.65 10.00 17.00 
English 
37 13.89 1.73 10.00 17.00 No 
Yes 112 14.22 2.03 7.00 17.00 
Spanish 
118 14.24 1.97 7.00 17.00 No 
Yes 31 13.77 1.87 10.00 17.00 
Other Language (other than English and Spanish) 
136 14.10 2.00 7.00 17.00 No 
Yes 13 14.54 1.39 12.00 17.00 
Latina 
115 14.29 1.97 7.00 17.00 No 
Yes 34 13.65 1.84 10.00 16.00 
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Responses by Question 1 – 16 
 
Before my baby was born, I was 
told why and how to breastfeed. 
ques1 Frequency Percent 
I don't know. 1 0.67 
No 27 18.12 
Yes 121 81.21 
 
 
The staff were 
knowledgeable and 
supportive of breastfeeding. 
ques2 Frequency Percent 
No 1 0.67 
Yes 148 99.33 
 
 
I was shown how to 
breastfeed my baby. 
ques3 Frequency Percent 
No 10 6.71 
Yes 139 93.29 
 
 
I was encouraged to breastfed 
without giving my baby any other 
foods or liquids, bottles, or 
pacifiers. 
ques4 Frequency Percent 
I don't know. 1 0.67 
No 9 6.04 
Yes 139 93.29 
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Hospital staff assessed at 
least one breastfeeding. 
ques5 Frequency Percent 
No 6 4.03 
Yes 143 95.97 
 
 
I was instructed to breastfeed 
whenever my baby wanted to 
nurse. 
ques6 Frequency Percent 
I don't know. 1 0.67 
No 9 6.04 
Yes 139 93.29 
 
 
My baby and I had skin-to-
skin contact immediately 
birth. 
ques7 Frequency Percent 
No 20 13.42 
Yes 129 86.58 
 
 
I offered my baby the breast 
for the first time within ... 
ques8 Frequency Percent 
> 1 hour 41 27.52 
1 hour 42 28.19 
30 min 66 44.30 
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My baby was not given any food or 
drink by the staff. 
ques9 Frequency Percent 
I don't know. 7 4.70 
No 30 20.13 
Yes 112 75.17 
 
 
My baby and I roomed-in with no 
more than one hour separation 
daily during our hospital/birth 
center stay. 
ques10 Frequency Percent 
I don't know. 1 0.67 
No 34 22.82 
Yes 114 76.51 
 
 
My baby was not given any artificial 
nipples or pacifiers by the staff. 
ques11 Frequency Percent 
I don't know. 1 0.67 
No 23 15.44 
Yes 125 83.89 
 
 
I was not given any formula, breast-
milk substitutes, bottles or nipples 
when I left the hospital/birth center. 
ques12 Frequency Percent 
I don't know. 2 1.34 
No 21 14.09 
Yes 126 84.56 
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I was told when my baby would 
need a checkup and how to 
schedule a checkup appointment. 
ques13 Frequency Percent 
I don't know. 3 2.01 
No 17 11.41 
Yes 129 86.58 
 
 
I was told how to contact a 
breastfeeding mother's 
support group before being 
discharged from care. 
ques14 Frequency Percent 
No 52 34.90 
Yes 97 65.10 
 
 
Before or during my stay, I 
read/saw the hospital/birth 
center’s written breastfeeding 
policy. 
ques15 Frequency Percent 
No 21 14.09 
Yes 128 85.91 
 
Overall, I believe my breastfeeding 
experience was improved by this 
facility. 
ques16 Frequency Percent 
I don't know. 1 0.67 
No 4 2.68 
Yes 144 96.64 
Mom’s Survey: Every Step Counts! 
 
Mom’s Survey: Eve 
 
Five variables were analyzed for the relationship with each of the 16 survey questions. The variables 
included: Primipara, Ethnicity, Age range, Latina, Type of birth. The results are included below 
 
Primipara on outcomes 
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 Q1: No association. (From Fisher’s Exact Test.) 
 Q2: No association. (From Fisher’s Exact Test.) 
 Q3: No association. (From Fisher’s Exact Test.) 
 Q4: No association. (From Fisher’s Exact Test.) 
 Q5: Apparent association. (From Fisher’s Exact Test.) 
 Q6: No association. (From Fisher’s Exact Test.) 
 Q7: No association. (From Pearson’s Chi-Squared Test.) 
 Q8: Apparent association. (From Mantel Haenzel’s Test.) 
 Q9: No association. (From Fisher’s Exact Test.) (But marginally associated b/c p-value near 0.05.) 
 Q10: No association. (From Fisher’s Exact Test.) 
 Q11: No association. (From Fisher’s Exact Test.) 
 Q12: No association. (From Fisher’s Exact Test.) 
 Q13: No association. (From Fisher’s Exact Test.) 
 Q14: No association. (From Pearson’s Chi-Squared Test.) 
 Q15: No association. (From Pearson’s Chi-Squared Test.) 
 Q16: No association. (From Fisher’s Exact Test.) 
 
Ethnicity on outcomes 
 Q1: No association. (From Fisher’s Exact Test.) 
 Q2: No association. (From Fisher’s Exact Test.) 
 Q3: No association. (From Fisher’s Exact Test.) 
 Q4: No association. (From Fisher’s Exact Test.) 
 Q5: No association. (From Fisher’s Exact Test.) 
 Q6: No association. (From Fisher’s Exact Test.) 
 Q7: No association. (From Fisher’s Exact Test.) 
 Q8: No association. (From Mantel Haenzel’s Test.) 
 Q9: Apparent association. (From Fisher’s Exact Test.) 
 Q10: No association. (From Fisher’s Exact Test.) 
 Q11: No association. (From Fisher’s Exact Test.) 
 Q12: No association. (From Fisher’s Exact Test.) 
 Q13: No association. (From Fisher’s Exact Test.) 
 Q14: No association. (From Fisher’s Exact Test.) 
 Q15: No association. (From Fisher’s Exact Test.) (But marginally associated b/c p-value 0.09.) 
 Q16: No association. (From Fisher’s Exact Test.) 
 
Age Range Comparisons on outcomes 
 Q1: Apparent association. (From Fisher’s Exact Test.) 
 Q2: No association. (From Fisher’s Exact Test.) 
 Q3: No association. (From Fisher’s Exact Test.) 
 Q4: No association. (From Fisher’s Exact Test.) 
 Q5: No association. (From Fisher’s Exact Test.) 
 Q6: No association. (From Fisher’s Exact Test.) 
 Q7: No association. (From Fisher’s Exact Test.) 
 Q8: No association. (From Fisher’s Exact Test.) 
 Q9: No association. (From Fisher’s Exact Test.) 
 Q10: No association. (From Fisher’s Exact Test.) 
 Q11: No association. (From Fisher’s Exact Test.) 
 Q12: No association. (From Fisher’s Exact Test.) 
 Q13: No association. (From Fisher’s Exact Test.) 
 Q14: No association. (From Fisher’s Exact Test.) (But marginally associated b/c p-value near 
0.05.) 
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 Q15: Apparent association. (From Fisher’s Exact Test.) 
 Q16: No association. (From Fisher’s Exact Test.) 
 
Latina on outcomes 
 Q1: No association. (From Fisher’s Exact Test.) 
 Q2: No association. (From Fisher’s Exact Test.) 
 Q3: No association. (From Fisher’s Exact Test.) 
 Q4: No association. (From Fisher’s Exact Test.) 
 Q5: No association. (From Fisher’s Exact Test.) 
 Q6: No association. (From Fisher’s Exact Test.) 
 Q7: No association. (From Fisher’s Exact Test.) 
 Q8: No association. (From Fisher’s Exact Test.) 
 Q9: Apparent association. (From Pearson’s Chi-Squared Test.) 
 Q10: No association. (From Fisher’s Exact Test.) 
 Q11: No association. (From Fisher’s Exact Test.) (But marginally associated b/c p-value near 
0.05.) 
 Q12: No association. (From Fisher’s Exact Test.) 
 Q13: No association. (From Fisher’s Exact Test.) 
 Q14: No association. (From Fisher’s Exact Test.) 
 Q15: Apparent association. (From Fisher’s Exact Test.) 
 Q16: No association. (From Fisher’s Exact Test.) 
 
Type of Birth on outcomes 
 Q1: No association. (From Fisher’s Exact Test.) 
 Q2: No association. (From Fisher’s Exact Test.) 
 Q3: No association. (From Fisher’s Exact Test.) 
 Q4: No association. (From Fisher’s Exact Test.) 
 Q5: No association. (From Fisher’s Exact Test.) 
 Q6: No association. (From Fisher’s Exact Test.) 
 Q7: Apparent association. (From Fisher’s Exact Test.) 
 Q8: Apparent association. (From Mantel Haenzel’s Test.) 
 Q9: No association. (From Fisher’s Exact Test.) 
 Q10: No association. (From Fisher’s Exact Test.) 
 Q11: No association. (From Fisher’s Exact Test.) 
 Q12: No association. (From Fisher’s Exact Test.) 
 Q13: No association. (From Fisher’s Exact Test.) 
 Q14: No association. (From Pearson’s Chi-Squared Test.) (But marginally associated b/c p-value 
near 0.05.) 
 Q15: No association. (From Pearson’s Chi-Squared Test.) 
 Q16: No association. (From Fisher’s Exact Test.) 
 
 
 
 
Description of statistically significant results 
 
 
Primipara on outcomes. Three questions had apparent or marginal associations with the primiparous 
mothers vs multiparous mothers in our sample. 
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In response to question 5, 100% primiparous mothers indicated that they had been assessed at least 
one time during a breastfeeding session as compared to 92.7% of multiparous mothers (see table). 
 
Table of Primipara by ques5 
Primipara 
ques5(Hospital staff assessed at least 
one breastfeeding.) 
Frequency 
Row Pct No Yes Total 
Yes 0 
0.00 
66 
100.00 
66 
 
No 6 
7.23 
77 
92.77 
83 
 
Total 6 143 149 
 
Statistics for Table of Primipara by ques5 
  Statistic DF Value Prob 
Chi-Square 1 4.9713 0.0258 
Likelihood Ratio Chi-Square 1 7.2209 0.0072 
Continuity Adj. Chi-Square 1 3.2767 0.0703 
Mantel-Haenszel Chi-Square 1 4.9379 0.0263 
Phi Coefficient  -0.1827  
Contingency Coefficient  0.1797  
Cramer's V  -0.1827  
WARNING: 50% of the cells have expected counts less 
than 5. Chi-Square may not be a valid test. 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 0 
Left-sided Pr <= F 0.027
5 
Right-sided Pr >= F 1.000
0 
  
Table Probability (P) 0.027
5 
Two-sided Pr <= P 0.034
1 
Sample Size = 149 
  
In response to Question 8, primiparous mothers in our sample reported a longer interval between 
birth and offering the breast to their newborns for the first time as compared to multiparous 
mothers. 28.7% primiparous mothers offered the breast within the first 30 minutes as compared to 
56.6% of multiparous mothers (see table ). 
 
 
Statistics for Table of Primipara by ques8 
Table of Primipara by ques8 
Primipara 
ques8(I offered my baby 
the breast for the first time 
within ...) 
Frequency 
Row Pct 
> 1 
hour 
1 
hour 
30 
min Total 
Yes 22 
33.33 
25 
37.88 
19 
28.79 
66 
 
No 19 
22.89 
17 
20.48 
47 
56.63 
83 
 
Total 41 42 66 149 
Statistic DF Value Prob 
Chi-Square 2 11.836
6 
0.002
7 
Likelihood Ratio Chi-Square 2 12.072
6 
0.002
4 
Mantel-Haenszel Chi-Square 1 7.7559 0.005
4 
Phi Coefficient  0.2819  
Contingency Coefficient  0.2713  
Cramer's V  0.2819  
Fisher's Exact Test 
Table Probability (P) <.000
1 
Pr <= P 0.002
6 
Sample Size = 149 
  
In question 9, Primiparous mothers were more likely to report (81.8%) that their baby was not given any 
food or drink by the staff as compared to multiparous mothers in the sample (69.8%) 
 
Table of Primipara by ques9 
Primipara 
ques9(My baby was not 
given any food or drink by 
the staff.) 
Frequency 
Row Pct 
I 
don't 
know. No Yes Total 
Yes 4 
6.06 
8 
12.12 
54 
81.82 
66 
 
No 3 
3.61 
22 
26.51 
58 
69.88 
83 
 
Total 7 30 112 149 
 
Statistics for Table of Primipara by ques9 
 
 
Statistic DF Value Prob 
Chi-Square 2 4.9438 0.0844 
Likelihood Ratio Chi-Square 2 5.1363 0.0767 
Mantel-Haenszel Chi-Square 1 0.4340 0.5100 
Phi Coefficient  0.1822  
Contingency Coefficient  0.1792  
Cramer's V  0.1822  
WARNING: 33% of the cells have expected counts less 
than 5. Chi-Square may not be a valid test. 
 
 
 
 
 
 
 
 
Sample Size = 149 
 
 
Fisher's Exact Test 
Table Probability (P) 0.0042 
Pr <= P 0.0759 
  
Ethnicity on outcomes. Two questions had apparent or marginal associations with the variable ethnicity 
in our survey sample. 
 
In response to question 9, outcomes vary significantly by ethnic group in our sample. 83.1% of white 
mothers reported that their baby was not given any food or drink by the staff as compared to 52.9% of 
Hispanic or Latina mothers in our survey sample (see table).  
 
 
Table of Ethnicity by ques9 
Ethnicity 
ques9(My baby was not 
given any food or drink by 
the staff.) 
Frequency 
Row Pct 
I 
don't 
know. No Yes Total 
White 3 
4.23 
9 
12.68 
59 
83.10 
71 
 
African American 1 
4.00 
6 
24.00 
18 
72.00 
25 
 
Hispanic 2 
5.88 
14 
41.18 
18 
52.94 
34 
 
Asian/Other 1 
5.26 
1 
5.26 
17 
89.47 
19 
 
Total 7 30 112 149 
Statistics for Table of Ethnicity by ques9 
 
 
 
 
Sample Size = 149 
 
 
 
 
 
 
 
 
 
Statistic DF Value Prob 
Chi-Square 6 15.2645 0.0183 
Likelihood Ratio Chi-Square 6 14.8866 0.0212 
Mantel-Haenszel Chi-Square 1 0.1283 0.7202 
Phi Coefficient  0.3201  
Contingency Coefficient  0.3048  
Cramer's V  0.2263  
WARNING: 42% of the cells have expected counts less 
than 5. Chi-Square may not be a valid test. 
Fisher's Exact Test 
Table Probability (P) <.0001 
Pr <= P 0.0117 
  
In response to question 15, outcomes vary by ethnic group in our survey sample (see table). 
 
 
Table of Ethnicity by ques15 
Ethnicity 
ques15(Before or during 
my stay, I read/saw the 
hospital/birth center>>s 
written breastfeeding 
policy.) 
Frequency 
Row Pct No Yes Total 
White 6 
8.45 
65 
91.55 
71 
 
African American 4 
16.00 
21 
84.00 
25 
 
Hispanic 9 
26.47 
25 
73.53 
34 
 
Asian/Other 2 
10.53 
17 
89.47 
19 
 
Total 21 128 149 
 
Statistics for Table of Ethnicity by ques15 
 
Statistic DF Value Prob 
Chi-Square 3 6.4438 0.0919 
Likelihood Ratio Chi-Square 3 5.9882 0.1122 
Mantel-Haenszel Chi-Square 1 2.1325 0.1442 
Phi Coefficient  0.2080  
Contingency Coefficient  0.2036  
Cramer's V  0.2080  
WARNING: 38% of the cells have expected counts less 
than 5. Chi-Square may not be a valid test. 
 
     
 
 
Fisher's Exact Test 
Table Probability (P) 0.0008 
Pr <= P 0.0965 
 
     Sample Size = 149 
 
 
  
Age range on outcomes 
Three questions had apparent or marginal associations with the variable age range in our survey sample. 
 
In response to question one, outcomes vary by age range. 50% of young mothers (below 20 years old) in 
our sample reported being told why and how to breastfeed before the birth of their baby. This is in 
contrast to 85.5% of mothers between and 20-30 years of age and 82.3% of mothers over 30 years old. 
Table of Age_Range by ques1 
Age_Range 
ques1(Before my baby was born, I 
was told why and how to breastfeed.) 
Frequency 
Row Pct 
I don't 
know. No Yes Total 
Below 20 0 
0.00 
6 
50.00 
6 
50.00 
12 
 
Between 20-30 0 
0.00 
10 
14.49 
59 
85.51 
69 
 
Over 30 1 
1.47 
11 
16.18 
56 
82.35 
68 
 
Total 1 27 121 149 
 
Statistics for Table of Age_Range by ques1 
Statistic DF Value Prob 
Chi-Square 4 10.1715 0.0376 
Likelihood Ratio Chi-Square 4 8.6184 0.0714 
Mantel-Haenszel Chi-Square 1 0.8301 0.3622 
Phi Coefficient  0.2613  
Contingency Coefficient  0.2528  
Cramer's V  0.1848  
WARNING: 44% of the cells have expected counts less 
than 5. Chi-Square may not be a valid test. 
 
 
 
 
 
 
 
 
 
     
 
 
Fisher's Exact Test 
Table Probability (P) 0.000
6 
Pr <= P 0.029
9 
  
In response to question 14, outcomes vary by age range. Young mothers (below 20 years old) in our 
survey sample reported significantly less often that they were told how to contact a breastfeeding 
support group before time of discharge (see table).  
 
Table of Age_Range by ques14 
Age_Range 
ques14(I was told how to 
contact a breastfeeding 
mother's support group 
before being discharged 
from care.) 
Frequency 
Row Pct No Yes Total 
Below 20 7 
58.33 
5 
41.67 
12 
 
Between 20-30 19 
27.54 
50 
72.46 
69 
 
Over 30 26 
38.24 
42 
61.76 
68 
 
Total 52 97 149 
   
   Statistics for Table of Age_Range by ques14 
Statistic DF Value Prob 
Chi-Square 2 4.8801 0.0872 
Likelihood Ratio Chi-Square 2 4.7686 0.0922 
Mantel-Haenszel Chi-Square 1 0.0219 0.8823 
Phi Coefficient  0.1810  
Contingency Coefficient  0.1781  
Cramer's V  0.1810  
 
 
 
Fisher's Exact Test 
Table Probability (P) 0.0033 
Pr <= P 0.0865 
 
 
Sample Size = 149 
 
 
 
  
 
In response to question 15, outcomes vary by age range. Mothers in our sample between the ages of 
20-30 years old reported that before or during their stay they were less likely to read or see the 
hospital’s written breastfeeding policy (see table). 
  
Table of Age_Range by ques15 
Age_Range 
ques15(Before or during 
my stay, I read/saw the 
hospital/birth center>>s 
written breastfeeding 
policy.) 
Frequency 
Row Pct No Yes Total 
Below 20 1 
8.33 
11 
91.67 
12 
 
Between 20-30 15 
21.74 
54 
78.26 
69 
 
Over 30 5 
7.35 
63 
92.65 
68 
 
Total 21 128 149 
 
     Statistics for Table of Age_Range by ques15 
Statistic DF Value Prob 
Chi-Square 2 6.2120 0.0448 
Likelihood Ratio Chi-Square 2 6.3236 0.0423 
Mantel-Haenszel Chi-Square 1 2.1086 0.1465 
Phi Coefficient  0.2042  
Contingency Coefficient  0.2001  
Cramer's V  0.2042  
 
 
 
Fisher's Exact Test 
Table Probability (P) 0.0037 
Pr <= P 0.0447 
 
 
      
Sample Size = 149 
 
 
 
 
 
 
  
 
Latina on outcomes 
Three questions had apparent or marginal associations with the variable Latina in our survey sample. 
 
In response to question 9, mothers who described themselves as Latina in our sample were less likely 
to report that their baby was not given any food or drink by the staff (see table). 
 
 
Table of Latina by ques9 
hispanic(Hispanic) 
ques9(My baby was not 
given any food or drink 
by the staff.) 
Frequency 
Row Pct 
I 
don't 
know. No Yes Total 
No 5 
4.35 
16 
13.91 
94 
81.74 
115 
 
Yes 2 
5.88 
14 
41.18 
18 
52.94 
34 
 
Total 7 30 112 149 
 
 
                                          Statistics for Table of Latina by ques9 
Statistic DF Value Prob 
Chi-Square 2 12.7144 0.0017 
Likelihood Ratio Chi-Square 2 11.4670 0.0032 
Mantel-Haenszel Chi-Square 1 0.1909 0.6622 
Phi Coefficient  0.2921  
Contingency Coefficient  0.2804  
Cramer's V  0.2921  
 
 
Fisher's Exact Test 
Table Probability (P) 0.000
2 
Pr <= P 0.002
0 
 
 
      
Sample Size = 149 
 
  
 
 
 
 
In response to question 11, mothers who described themselves as Latina in our sample were less 
likely to report that their baby was not given any artificial nipples or pacifiers by the staff (see table). 
 
Table of hispanic by ques11 
hispanic(Hispanic) 
ques11(My baby was not 
given any artificial nipples 
or pacifiers by the staff.) 
Frequency 
Row Pct 
I 
don't 
know. No Yes Total 
No 1 
0.87 
14 
12.17 
100 
86.96 
115 
 
Yes 0 
0.00 
9 
26.47 
25 
73.53 
34 
 
Total 1 23 125 149 
 
Statistics for Table of hispanic by ques11 
Statistic DF Value Prob 
Chi-Square 2 4.3343 0.1145 
Likelihood Ratio Chi-Square 2 4.1594 0.1250 
Mantel-Haenszel Chi-Square 1 0.2067 0.6494 
Phi Coefficient  0.1706  
Contingency Coefficient  0.1681  
Cramer's V  0.1706  
WARNING: 33% of the cells have expected counts less 
than 5. Chi-Square may not be a valid test. 
 
Fisher's Exact Test 
Table Probability (P) 0.0241 
Pr <= P 0.0843 
 
      
Sample Size = 149 
 
 
 
 
 
 
 
  
 
 
 
In response to question 15, mothers who described themselves as Latina in our sample were less 
likely to report that that before or during their stay they were less likely to read or see the hospital’s 
written breastfeeding policy (see table). 
Table of Latina by ques15 
hispanic(Hispanic) 
ques15(Before or 
during my stay, I 
read/saw the 
hospital/birth 
center>>s written 
breastfeeding policy.) 
Frequency 
Row Pct No Yes Total 
No 12 
10.43 
103 
89.57 
115 
 
Yes 9 
26.47 
25 
73.53 
34 
 
Total 21 128 149 
 
        Statistics for Table of Latina by ques15 
Statistic DF Value Prob 
Chi-Square 1 5.5733 0.0182 
Likelihood Ratio Chi-Square 1 4.9452 0.0262 
Continuity Adj. Chi-Square 1 4.3276 0.0375 
Mantel-Haenszel Chi-Square 1 5.5359 0.0186 
Phi Coefficient  -0.1934  
Contingency Coefficient  0.1899  
  
Statistic DF Value Prob 
Cramer's V  -0.1934  
WARNING: 25% of the cells have expected counts less 
than 5. Chi-Square may not be a valid test. 
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 12 
Left-sided Pr <= F 0.0229 
Right-sided Pr >= F 0.9938 
  
Table Probability (P) 0.0167 
Two-sided Pr <= P 0.0256 
 
 
Sample Size = 149 
Type of birth on outcomes 
Three questions had apparent or marginal associations with the variable birth type (vaginal or cesarean) 
in our survey sample. 
 
In response to question 7, outcomes vary by type of birth. Mothers in our survey sample who 
experienced a vaginal birth were more likely to report skin to skin contact with their baby immediately 
after birth (see table). 
Table of Birth_Type by ques7 
Birth_Type 
ques7(My baby and I 
had skin-to-skin contact 
immediately birth.) 
Frequency 
Row Pct No Yes Total 
Vaginal 10 
8.85 
103 
91.15 
113 
 
Cesarean 10 
27.78 
26 
72.22 
36 
 
Total 20 129 149 
                           
     Statistics for Table of Birth_Type by ques7 , sample size 149 
Statistic DF Value Prob 
Chi-Square 1 8.4172 0.0037 
Likelihood Ratio Chi-Square 1 7.3907 0.0066 
Continuity Adj. Chi-Square 1 6.8672 0.0088 
Mantel-Haenszel Chi-Square 1 8.3607 0.0038 
  
Statistic DF Value Prob 
Phi Coefficient  -0.2377  
Contingency Coefficient  0.2312  
Cramer's V  -0.2377  
WARNING: 25% of the cells have expected counts less 
than 5. Chi-Square may not be a valid test. 
 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 10 
Left-sided Pr <= F 0.0064 
Right-sided Pr >= F 0.9986 
  
Table Probability (P) 0.0050 
Two-sided Pr <= P 0.0089 
 
 
 
In response to question 8, outcomes vary by type of birth. Mothers in our survey sample who 
experienced a cesarean birth reported a longer interval between birth and offering the breast to their 
newborns for the first time (see table).  
 
Table of Birth_Type by ques8 
Birth_Type 
ques8(I offered my baby the 
breast for the first time 
within ...) 
Frequency 
Row Pct 
> 1 
hour 
1 
hour 
30 
min Total 
Vaginal 27 
23.89 
30 
26.55 
56 
49.56 
113 
 
Cesarean 14 
38.89 
12 
33.33 
10 
27.78 
36 
 
Total 41 42 66 149 
 
       Statistics for Table of Birth_Type by ques8 
 
Statistic DF Value Prob 
Chi-Square 2 5.6006 0.0608 
Likelihood Ratio Chi-Square 2 5.7309 0.0570 
Mantel-Haenszel Chi-Square 1 5.3155 0.0211 
  
Statistic DF Value Prob 
Phi Coefficient  0.1939  
Contingency Coefficient  0.1903  
Cramer's V  0.1939  
 
Fisher's Exact Test 
Table Probability (P) 0.0018 
Pr <= P 0.0532 
 
Sample Size = 149 
 
 
 
 
 
 
 
 
 
 
In response to question 14, outcomes vary by type of birth. Mothers in our survey sample who 
experienced a cesarean birth reported that they were more likely to have been told how to contact a 
breastfeeding support group before time of discharge (see table). 
 
 
 
                                           
 
 
 
 
 
 
 
 
 
 
Statistic DF Value Prob 
Chi-Square 1 3.3577 0.0669 
Likelihood Ratio Chi-Square 1 3.5396 0.0599 
Continuity Adj. Chi-Square 1 2.6623 0.1028 
Mantel-Haenszel Chi-Square 1 3.3352 0.0678 
Table of Birth_Type by ques14 
Birth_Type 
ques14(I was told how to 
contact a breastfeeding 
mother's support group 
before being discharged 
from care.) 
Frequency 
Row Pct No Yes Total 
Vaginal 44 
38.94 
69 
61.06 
113 
 
Cesarean 8 
22.22 
28 
77.78 
36 
 
Total 52 97 149 
  
Statistic DF Value Prob 
Phi Coefficient  0.1501  
Contingency Coefficient  0.1485  
Cramer's V  0.1501  
 
Statistics for Table of Birth_Type by ques14, sample size 149 
Fisher's Exact Test 
Cell (1,1) Frequency (F) 44 
Left-sided Pr <= F 0.9813 
Right-sided Pr >= F 0.0490 
  
Table Probability (P) 0.0302 
Two-sided Pr <= P 0.0739 
 
 
 
             
 
 
 
 
 
  
Discussion of results 
The mean score for our survey sample was 14. According to Baby-Friendly USA, a score between 14 and 
16 out of the possible 17 points on the survey is quite good. In their words: “Keep up the good work! 
You are effectively helping breastfeeding mothers and babies” (Mom’s Survey). The survey results 
revealed that that our sample population responded very favorably to some questions.  Mothers 
responded with a  yes to the following survey questions 93% or more of the time:  The staff were 
knowledgeable and supportive of breastfeeding (99%), I was shown how to breastfeed (93%), I was 
encouraged to breastfeed without giving my baby any other food or liquids, bottles or pacifiers (93%), 
hospital staff assessed at least one breastfeeding session (95% and 100% primiparas), I was instructed to 
breastfeed whenever my baby wanted to nurse (93%), overall, I believe that my breastfeeding 
experience was improved by this facility (99%). These overwhelmingly positive results demonstrate the 
commitment of staff to teach mothers about the importance of establishing breastfeeding during the 
initial postpartum period.  
 
Overall scores for 10 of the 16 questions reveal opportunities for improvement and increased education. 
These areas include breastfeeding education before birth, skin to skin contact immediately after birth, 
offering the breast in the immediate postpartum period, staff providing supplemental feedings to 
newborns, rooming in practices, use of artificial nipples or pacifiers by the staff, provision of infant 
formula, bottles and nipples at discharge, discussion of baby’s next provider visit, referral to 
breastfeeding support groups, and access to the hospital’s written breastfeeding policy. A brief 
discussion of these results by service area is found below. For detailed results, please refer to the tables 
found in the previous section of this report. 
 
Prenatal: 81% of mothers responded that, before their baby was born, they were told why and how to 
breastfeed. This is an area that we can improve on with more prenatal education instructing mothers on 
the benefits and logistics of breastfeeding. This is particularly true for young mothers (below 20 years 
old). Only 50% of these mothers in our sample reported being told why and how to breastfeed before 
the birth of their baby. This is in contrast to 85.51% of mothers between 20-30 years of age and 82.35% 
of mothers over 30 years old. While these findings are limited by a small sample size, they demonstrate 
an opportunity to examine the prenatal breastfeeding education of all mothers giving birth at NC 
Women’s Hospital.  
 
Labor and delivery: With respect to our survey results, two areas emerged as opportunities for growth 
on L and D. As expected, mothers giving birth by cesarean experienced a delay in skin to skin contact 
with their babies. 72% of mothers who had given birth by cesarean perceived that they had “immediate” 
skin to skin contact with their baby vs 91% of mothers who had a vaginal birth. Similarly, mothers who 
experienced a cesarean birth were less likely to offer the breast for the first time within one hour of 
birth. The current initiative to begin skin to skin time in the operating room is a promising intervention 
with respect to improving these findings. 72% of all breastfeeding mothers surveyed reported offering 
the breast to their newborn for the first time within 1 hour of birth. When compared to multiparas, 
primiparas were less likely to offer the breast within the first 30 minutes after birth. Patient teaching 
and support of early initiation of breastfeeding is an area in which we can improve, especially for first 
time mothers and mothers experiencing a surgical birth.  
 
Mother-baby unit: When reviewing survey results, several opportunities for improvement of care 
emerged. These areas include: supplemental feedings by staff, mother’s perception of rooming in, use of 
  
artificial nipples or pacifiers, provision of infant formula, bottles, nipples at discharge, teaching about 
baby’s follow up and referral to breastfeeding support groups. 
 
Outcomes vary significantly among ethnic groups for mother-reported supplementation of breastfed 
infants by staff. Latina mothers were significantly less likely to report that their newborn had NOT been 
given supplemental foods by staff. Breastfeeding Latinas were also more likely to report that their baby 
had been given artificial nipples or pacifiers by the staff.  
 
Primiparas were less likely to report that their baby had been given any food or drink by the staff. 84.5% 
of mothers surveyed reported that they were not given formula, bottles or nipples at time of discharge. 
It is not known how many of the families receiving these supplements at discharge had a medical 
indication for supplementation. 
 
76.5% of mothers surveyed reported that they roomed-in with no more than one hour of separation 
daily during their hospital stay. Increasing the rates of rooming-in for mothers and babies is an area of 
need for new families. 86.5% of mothers surveyed noted that they were given information about the 
follow up appointment scheduled for their baby. This outcome may be a result of when the survey was 
completed as all mothers leaving the MCC have a follow up appointment scheduled for their baby at 
time of discharge. 
 
65.1 % of all mothers surveyed reported that they were told how to contact a breastfeeding support 
group before time of discharge. Young mothers (below 20 years old) in our survey sample reported 
significantly less often (41.6%) that they were given this information. Teaching geared toward reaching 
this vulnerable breastfeeding population should be a priority. Mothers in our survey sample who 
experienced a cesarean birth reported that they were more likely to have been told how to contact a 
breastfeeding support group before time of discharge. This finding might suggest that a longer length of 
stay could lead to more time for staff discharge teaching and anticipatory guidance.  
 
NC Women’s hospital-all clinics and units: 85.1 % of all mothers surveyed reported that, before or 
during their stay, they read or saw the hospital’s written breastfeeding policy. Mothers in our sample 
between the ages of 20-30 years old and mothers who described themselves as Latina were less likely to 
read or see the hospital’s written breastfeeding policy. Increasing accessibility to the hospital’s 
breastfeeding policy is a simple step to increase awareness and understanding among our patient 
population.  
 
While this study reveals valuable information, it is limited by a small sample size. These findings are a 
snapshot revealing the perceptions of 149 mothers. This information provides a window into the 
experiences of a representative group of mothers receiving care at NC Women’s Hospital. Continued 
study of mothers’ experience of care is recommended. Recording patient identifiers would allow future 
researchers to compare mothers’ perceptions to the documented medical record. Having access to the 
medical record would also allow researchers to discern which mothers’ infants were receiving 
supplemental feeding for medical indications. More involved studies of breastfeeding Latinas, 
particularly focused on choices around early supplemental feedings, is recommended. 
 
Finally, I would like to thank the management team of the MCC for allowing me the opportunity to 
participate in this initiative. The opportunity for Birth Partners to collaborate in the collection of this 
survey data is a fantastic example of team work. We appreciate the opportunity to partner with you for 
the good of the families we are so dedicated to serve. 
  
 
Respectfully submitted, 
Rhonda K. Lanning RN MSN CNM IBCLC 
Clinical Assistant Professor, UNC School of Nursing 
Program Coordinator, Birth Partners: UNC Volunteer Doula Service 
 
 
  
  
 
MOM’s Survey: Every Step Counts! 
 
How did your birth and early breastfeeding experience in the hospital or 
birth center measure up to the expectations of national and international 
health experts? 
 
Take the short survey on the next page to find out! 
 
How can you make a difference? 
 Print out and complete this Baby-Friendly Hospital Initiative Survey. 
 Add up all the points and write the total in the box provided. All “Yes” 
responses are worth one point. Question 8 has different point values. 
 Share your results with hospital or birth center managers marketing directors, and/or 
staff to let them know how their facility compares to the global standards defined in 
the WHO/UNICEF Joint Statement. 
 Give copies of this survey to pregnant friends and family to use as a check-list 
when selecting maternity services. 
 You may want to build on this questionnaire and link it with other activities to adapt 
to any special circumstances. 
 
Scoring Key 
 
How does your hospital/birth center measure up?  
17 Congratulations! Your facility is doing wonderful job in protecting, 
supporting and promoting breastfeeding.  
 
14- 16 Keep up the good work! You are effectively helping breastfeeding mothers and 
babies. Find out how you can be even more effective by contacting Baby-
Friendly USA. 
 
11 –13 Your facility could do much more to assist breastfeeding. Baby-Friendly USA 
can provide suggestions on how to implement the Ten Steps to 
Successful Breastfeeding. 
 
0 – 10 Breastfeeding mothers and babies are having a difficult time at your facility. 
Find out why these issues are important. Begin to make changes that will 
increase your patients’ satisfaction and improve infant health. 
 
Adapted from a WABA survey entitled “Every Step Counts!”  
For more information, go to http://www.babyfriendlyusa.org or call Baby-Friendly USA at 508-888-8092 
  
   Yes No ? 
   (1 pt.) (0 pt.) (0 pt.) 
1. Before my baby was born, I was told why and how to breastfeed.    
2. The staff were knowledgeable and supportive of breastfeeding.    
3. I was shown how to breastfeed my baby.     
4. I was encouraged to breastfed without giving my baby any other    
 foods or liquids, bottles, or pacifiers.     
5. Hospital staff assessed at least one breastfeeding.    
6. I was instructed to breastfeed whenever my baby wanted to nurse.    
7. My baby and I had skin-to-skin contact immediately birth.    
8. I offered my baby the breast for the first time within:    
 30 minutes (2 pts) 1 hour (1 pt) >1 hour (0 pt) ___ pts.  
9. My baby was not given any food or drink by the staff.    
10. My baby and I roomed-in with no more than one hour separation daily    
 during our hospital/birth center stay.     
11. My baby was not given any artificial nipples or pacifiers by the staff.    
12. I was not given any formula, breast-milk substitutes, bottles or nipples    
 when I left the hospital/birth center.     
13. I was told when my baby would need a checkup and how to schedule    
 a checkup appointment. .     
14. I was told how to contact a breastfeeding mother’s support group    
 before being discharged from care.     
15. Before or during my stay, I read/saw the hospital/birth center’s    
 written breastfeeding policy.     
16. Overall, I believe my breastfeeding experience was improved by this     
 facility.      
 
Add all the points and compare the total to the chart below. TOTAL SCORE 
 
All “Yes” responses are worth one point. 
Question 8 has different point values. 
Adapted from a WABA survey entitled “Every Step Counts!”  
For more information, go to http://www.babyfriendlyusa.org or call Baby-Friendly USA at 508-888-8092 
 
 
 
 
 
  
Appendix B 
 
 
Date________ 
Good morning. My name is__________________and I am a volunteer with the Women’s Hospital. 
Before you go home, the staff would like for me to ask you a few simple questions about your 
experience on the mother-baby floor. The information we gather will help us find ways that we can 
improve the care of mothers and babies. I have 16 simple yes/no questions that I would like to ask. 
Your honest answers are really important and all of the information is collected anonymously. Your 
name and personal information is not collected. Would you be willing to take 5 minutes to answer 
these questions? Thank you (hand them a blank survey) 
Ask them the 16 questions aloud and mark their response on the survey.  
Turn survey over and ask the demographic questions (see below) 
I have a few more questions that will describe your background: 
Please describe your age range 
 Below 20______ 
 20-30__________ 
 30-40___________ 
 Over 40__________ 
Describe your ethnicity _______________________________(if there is a pause you can offer 
examples) 
What is your preferred language__________________________ 
Did you have a vaginal or cesarean birth (circle one) 
What was your baby’s birthday____________(include full date of birth) 
Is this your 1st baby?  yes  no (circle one) 
Do you have any previous breastfeeding experience?   yes   no   (circle one) 
Is there anything else you would like to tell me?_________________________________ 
Thank you very much for taking the time to answer these questions. Congratulations on the birth 
of your baby! 
  
Appendix C 
 
 
To: Rhonda Lanning 
School of Nursing 
 
From: Office of Human Research Ethics 
 
Date: 9/17/2014  
RE: Determination that Research or Research-Like Activity does not require IRB Approval 
Study #: 14-2366 
 
Study Title: Mom's Survey of Baby-Friendly practices 
  
 
This submission was reviewed by the Office of Human Research Ethics, which has determined that this 
submission does not constitute human subjects research as defined under federal regulations [45 CFR 
46.102 (d or f) and 21 CFR 56.102(c)(e)(l)] and does not require IRB approval.  
 
Study Description: 
 
Purpose: To better understand the experience of postpartum mothers in the Maternity Care Center at 
NC Women's Hospital. Survey responses will help identify staff nurses' learning needs with Baby-Friendly 
Hospital practices and teaching. 
 
Participants: Postpartum mothers at NC Women's Hospital 
 
Procedures (methods): Mothers will be surveyed on day of discharge. Surveys will be conducted with 
paper and pencil  by Birth Partners (UNC Hospital Volunteer Doulas). Surveys will be conducted in 
mothers' preferred language and will be read aloud. 
 
 
Please be aware that approval may still be required from other relevant authorities or "gatekeepers" 
(e.g., school principals, facility directors, custodians of records), even though IRB approval is not 
required. 
 
If your study protocol changes in such a way that this determination will no longer apply, you should 
contact the above IRB before making the changes. 
 
 
Donna Havens , School of Nursing  
 
  
Appendix D 
 
 
 
 
Guidelines for Nursing Research Council  
Research Proposal Review 
 
All nursing research conducted at UNC Hospitals (UNCH) must be reviewed and approved by the Nursing 
Research Council (NRC). In addition, any research conducted on or involving UNCH nursing units must be 
submitted to the NRC for review prior to study initiation regardless of the researcher’s affiliation. This 
includes research conducted by UNCH nurses, other UNCH personnel, students and faculty from other 
schools and universities.  
Request for Conducting Research. The ‘Request for Conducting Research’ form (next page) must be 
submitted to and approved by the NRC before any research project is initiated. The NRC review ensures 
that the basic elements for initiating a study at UNCH are met. The NRC is not responsible for the day-to-
day study activities, the outcomes of studies undertaken, or the implications of study related activities.   
The purpose of the NRC review is to:  
1. provide a mechanism for the Division of Nursing to evaluate and monitor any studies involving 
UNCH nursing staff  
2. allow the NRC to identify and support researchers 
3. track studies involving UNCH nurses 
4. evaluate the scientific merit, feasibility, and possible consequences of the study when 
appropriate 
 
Proposal Submission. At least 2 weeks prior to the next scheduled NRC meeting (second Wednesday of 
each month) submit this form to Kathy Collier at KCollier@unch.unc.edu .  
The principal investigator (PI) will be notified of the NRC decision and any recommendations within one-
week after the NRC meeting. An NRC member is assigned as a resource to every NRC-reviewed study.   
After approval. Researchers are requested to notify the NRC of any project changes that occur after NRC 
approval. If the changes require IRB modification, a copy of the modification approval is sufficient.   
The PI is required to provide a summary of the study results to the NRC and participating unit(s)/staff. 
The summary will be maintained in the office of Nursing Quality and Research. Internal and external 
dissemination of the study findings is strongly recommended.  
  
 
UNC Health Care 
Nursing Research Council 
Request for Conducting Nursing Research 
 
Instructions:  Please complete each of the items below. If any requested information is not applicable to 
your study indicate N/A.   
 
1. Study Title:  Mom’s Survey of Baby-Friendly practices 
 
2. Name/credentials/contact information of Principal Investigator (PI):  Rhonda Lanning, RN MSN 
CNM IBCLC, Clinical Assistant Professor UNC Chapel Hill SON, rlanning@email.unc.edu 
 
3. PI is: 
 
X  Faculty:  UNC Chapel Hill, School of Nursing 
 
 
4. Project is: 
 
X  Unfunded 
 
5. Members of the Research Team:  
 
Name:  Rhonda K Lanning Role:  PI Title:  Clinical Assistant Professor 
Unit/Department/Affiliation:  UNC SON 
Name:  Kim Novak-Jones Role:  Assistant Nurse Manager  Title:  CN 4 Unit/Department/Affiliation:  
MCC 
 
  
6. Anticipated study dates:  From October 2014  To  April 2015 
 
7. Study purpose: 
To better understand the breastfeeding experience of postpartum mothers in the Maternity Care Center 
(MCC)  at NC Women's Hospital. Survey responses will help identify staff nurses' learning needs with  
Baby-Friendly Hospital practices and teaching.  
 
State why is the study needed or the clinical problem that is being addressed:  MCC’s exclusive 
breastfeeding rates have decreased recently among mothers intending to breastfeed  
 
Research question(s)/hypothesis(es):  Mothers’ experience during initial postpartum period hospital-
stay impacts rates of newborn supplementation among breastfed infants 
 
Brief synopsis of the literature review (describe what is known about the problem):  The benefits of 
breastfeeding for mother and baby are well established and there is abundant evidence that breastmilk 
fed infants have improved health outcomes. These outcomes include: significantly lower risk of 
developing diabetes, fewer respiratory infections, fewer cases of otitis media, and diarrhea (American 
Academy of Pediatrics, 2012). According to the most recent data from the CDC, 75% of new mothers 
initiate breastfeeding, but only 13% of infants are breastfed exclusively for 6 months and only 22% of 
that group continue some breastfeeding to 1 year (CDC, 2011). The Healthy People 2020 targets aim to 
increase these rates to 81.9% initiating breastfeeding, 23.7% breastfeeding exclusively through 6 
months, and 34.1% continuing at 1 year (U.S. Department of Health and Human Services, 2010). In order 
to address the shortcomings of our current breastfeeding initiation and continuation rates, UNICEF and 
WHO joined together to create the Baby-Friendly Hospital Initiative (BFHI) in 1997. BFHI outlines 10 
steps to successful breastfeeding and provides guidance to hospitals to adapt current practices that will 
lead to increased initiation and continuation of breastfeeding. Adherence to the Ten Steps to Successful 
Breastfeeding is associated with increased rates of breastfeeding around the world. In the United States, 
new mothers exposed to at least six of the Ten Steps were 13 times more likely to continue 
breastfeeding at 6 weeks postpartum when compared to mothers who had not been exposed to any of 
the Ten Steps during their birthing hospitalization (DiGirolamo, Grummer-Strawn and Fein.2008.) NC 
Women’s Hospital became a Baby-Friendly designated hospital in 2012. Rates of exclusive breastfeeding 
(no supplemental feedings to infants whose mother’s intend to breastfeed) increased during the first 
year after implementation. However, the most recent data collected reveal a decrease in the number of 
exclusively breastfed infants. The MCC staff is committed to increasing the rates of exclusivity among 
mother-baby pairs that intend to breastfeed. Collecting survey data that explores mothers’ perception of 
care will provide meaningful information to the MCC staff. 
  
Brief description of your research design and how you will answer your question(s):  Women’s 
Hospital volunteers will conduct paper and pencil survey of mothers preparing for discharge from the 
Maternity Care Center (MCC). Mothers will be given a copy of the MomSurvey (see attached) in the 
preferred language (Spanish or English) while the hospital volunteer reads the survey aloud and records 
the yes/no response to 16 questions. Volunteers will also ask the mother to respond to the following 
categorical variables: age range, description of ethnicity, preferred language, 1st baby or other, and any 
prior breastfeeding experience. Data will be analyzed and targeted nursing staff education will be 
developed to address the concerns identified. Once the staff teaching has been implemented, another 
group of mothers will be surveyed using the same design. Responses will be analyzed as effectiveness of 
staff education will be considered. 
1. Describe study sample/participants and how they will be recruited:  mothers on the MCC will be 
recruited on day of discharge 
 
Number of participants to be enrolled:  400 total 
Nursing units involved in the study:  5 Women’s MCC 
If UNCHC nurses are involved in the study describe: 
Their role in the study (e.g., as study participants, data collectors, etc.):  N/A 
How they will participate (e.g., on their own time, complete survey, etc.):N/A 
How they will be oriented to or informed about the study:  N/A 
2. Tool(s) or instrument(s) to be used (list all and attach a copy of each):   Mother’s Survey  
3. Data collection methods:  paper and pencil survey conducted by hospital volunteers, read aloud to 
mothers 
4. Nurse Manager(s)’s approval signatures (needed for each unit where data will be collected): 
 
Teri Wallace     MCC      9/24/2014 
Signature 
Kim Novak-Jones    MCC      9/24/2014      
5. Principal Investigator Signature: Rhonda K. Lanning   Date:  9/24/2014 
 
*IRB exempt status letter attached 
 
 
  
 
Appendix E 
Date: 10/16/14 
 
To: Rhonda Lanning, RN MSN CNM IBCLC, Clinical Assistant Professor  
      UNC Chapel Hill SON 
 
The UNCH Nursing Research Council (NRC) has reviewed your proposed research study "Mom’s Survey 
of Baby-Friendly Practices" and has made the following decision: 
 
o Approved  
 
 
Dr. Diane Hudson-Barr is the NRC member assigned to your study. Please feel free to contact Diane with 
any questions. She will also contact you periodically for updates about your progress.  
 
Please see next page for reviewers' comments you may find useful. 
 
The NRC is committed to your success. Feel free to contact me for additional assistance.  
 
With best regards,  
 
Nicoleta Constantin, PhD (Biochemistry), BSN, RN 
Chair, NRC Application Review Committee 
Nicoleta.Constantin@unchealth.unc.edu 
 
 
  
 
 
Reviewers Comments: 
 
1.   Is the study purpose adequately defined?    Yes   No       If not, why?  
 
2.   Is the research hypothesis adequately defined?    Yes   No        If not, why? 
 
3.   Is the recruitment strategy adequately defined?    Yes   No      If not, why? 
See email from earlier today sent by Lanning. 
4.   Is more information needed about the study population?   Yes   No     If yes, why? 
 
5.   Is the research design adequate?    Yes    No      If not, why?  
 
6.   Is the methodology/data collection tool adequate?   Yes    No    If not, why?  
 
7.   Will this research improve practice or outcomes?  The hope is that the information gathered can be 
used to design additional RN education that will help increase the number of moms breastfeeding 
during their infants’ first year of life.  (future breastfeeding rates will not be evaluated in this study). 
 
Other Comments:  Has IRB approval; nurse-manager approval and support; validated tool.  Question about 
recruitment has been satisfied in separate email that is part of this file. 
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